The impact of contracting on Malawi's faith based health


















Submitted in partial fulfilment of the requirements for the degree of 

                                   Master of Public Administration 
 

                                        
                                           Off Campus Division


















































The contracting health care services features very highly in contemporary health sector reform literature. The model has been implemented both in the developing and developed world in delivery of health care. In Malawi it became widely adopted in 2003 when Malawi Government and the Christian Health Association of Malawi signed a number of service level agreements (SLA) for provision of maternal and other health issues. Key to contracting arrangement is that these agreements address a market failure in the delivery of essential services to those that need them but are unable to pay for them. Hence the realization that Government needed to form partnerships with mission health providers so as to achieve high levels of accessibility, equity and quality in the delivery of health services. 

Despite its wide application, contracting has had diverse impacts in different areas. In some areas it has proved a success while in others it has simply not worked. In certain cases such as mental health, the application of the contracting model has resulted into unintended consequences. Key to these is the reduced accessibility, and sustainability of the services. This study examines the impact of the Contracting on the provider’s capacity to attain their mission and goals of sustainable and quality services. The study has found that the contracting has led to reduced accessibility to mental health services in Northern Malawi but also it has led to unsustainable service delivery due to a number of challenges that implementation of the SLA has faced. To address these problems the study recommends that for the mutual benefit of both the contractor (Ministry of Health) and the provider (St John of God) future agreements should remove design defects and conditions that only serve to exclude the very same people it is meant to facilitate.   
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Mental health services in Malawi are centralized in the three psychiatric units with one in each of the three regions of Malawi. In over 80% of the 28 districts of Malawi, no activities are done and this not only leads to increased costs of transporting patients to the three units but makes access to the services to the majority of Malawians who live in rural areas difficult. Therefore mental health services delivery lags behind in Malawi as is the case in most parts of the world. The Government of the Republic of Malawi took a step forward to change in the year 2001 by developing and launching a national mental health policy aimed at enhancing development and delivery of mental health services in the country. The policy among other things calls for decentralization of mental health services to ensure access to all people. [MOH, 2001]. 
Being responsible for management of over 37% of health facilities in the country, the Christian health structure is the largest non- government player in contributing to attainment of national health related goals and progress towards millennium development targets. This is supported by the number of service level agreements with Christian health facilities as compared to other non -state actors. By the end of 2007 Malawi Ministry of Health and Population had signed 60 service level agreements with non- state health providers; 90% of these were with members of the Christian Health Association of Malawi. State goals of contracting seem very clear- promoting accessibility, efficiency and equity in provision of health services. 

Using own resources and salary subvention from the Government of the Republic of Malawi for local staff, St. John of God Mental Health Service has always strived to attain objectives set in the National Mental Health Policy within its catchment area of Northern Region. St. John of God is a member of CHAM an umbrella body for Christian health facilities in the country and has since 2007 signed a Service Level Agreement with the Ministry of Health for delivery of residential mental health services in Northern Malawi aimed at increasing access to mental health services to people of the region as the only other referral mental hospital is in Zomba which is a distance of over 700 kilometers.  


In addition to improving access to residential care for people in the northern region, the agreement aimed to enhance Government financial contribution to St. John of God mental health Services. Most people with mental illness experience extreme poverty and are unable to meet costs of mental health care. This means that Saint John of God Mental health Services has had to raise funds elsewhere for provision of care. The Service Level Agreement serves to make resources available to Saint John of God for provision of residential care to people resident in the northern region; it also is meant to facilitate sustainability of the services being offered. [St John of God, service level agreement, 2010 -2014:2]. Meanwhile during the course of implementing the agreement, numerous challenges have arisen threatening its capacity to achieve quality and sustainable mental health services as espoused in its mission and objectives.


1.3	RATIONALE /STATEMENT OF THE PROBLEM

Contracting out has been widely adopted by both public and private sector agencies to procure various services. It is based on theoretical framework of Government failure in provision of services hence the need to buy services from non- state actors at a fee. The Malawi health system besieged by funding challenges, inefficiencies and issues of equity, poor management and inappropriate pricing of services, Government was compelled to generate appropriate means of improving health services delivery. Such challenges form the background of health sector reforms that took place in the 90s which included contracting out health care delivery to church owned health facilities under the CHAM umbrella. 

Contracting non- governmental organisations is largely seen as an effective way of expanding delivery of health services quickly; it is expected to help poor people and accelerate progress towards millennium development health targets.  According to Palmer et al [ 2006]  “Contracting private providers to deliver health services enables Governments to harness the high quality, reputation, and efficiency of the private sector while strengthening public sector offerings and improving access to services. For example, contracting with private providers fills gaps in service coverage, especially in areas where government provision is inadequate (Palmer 2000) and in areas populated by predominantly poor or underserved populations” (Liu et al. 2004; McIntyre et al. 2005). 


Contracting of non-state actors is a phenomenon that is becoming common in Malawi. It is generally seen as a sign of improved collaboration between the Government and private providers like members of the Christian Health Association of Malawi [CHAM]. However, the impact of health services delivery contracting on non-governmental providers may have been disregarded because governments and their development partners, who have mostly championed this strategy, have primarily been concerned with how resources that they provide through the strategy are used and whether they result in more efficiency and effectiveness in health services delivery. [Verhallen, 1998:6].  In addition most of the studies examining the impact of contracting in Malawi have concentrated on the mainly essential health packages like maternal health and antenatal services. 


According to Tambulasi [, 2014:84] contractual relationship between district health offices and faith based providers have been instrumental in increasing access to health in Malawi. Many questions about contracting however remain unanswered. State goals of contracting seem very clear- promoting accessibility, efficiency and equity in provision of health services. Studies have shown that contracting non state actors is an effective strategy of meeting the stated goals. What has so far not been addressed is whether such a strategy simultaneously facilitates attainment of goals of these non- state actors- in the case of Malawi- members of the Christian Health Association. In addressing questions about contracting, studies have tended to focus on how the state can make contracting successful by improving design, implementation and management; little attention has been paid to the side of non- governmental health providers. What in their view would make delivery of government health contracts successful?

In asking the above question the author is cognizant of the fact that CHAM facilities often have their own mission statements, goals and objectives, as well as values for delivery of health services. Recent consultations with managers of Christian health facilities in the country indicate that one of their major worries is sustainability of facilities. [CHAM Strategic Plan 2005-2010]. The worry about sustainability comes from the fact that most CHAM member units have suffered loss or reduction of funding received from churches and other benefactors in the developed world. Ability to improve, attain or maintain delivery of good quality services has been another worry for Christian health facilities, particularly with loss or reduction of foreign donations and the fact that most of the units serve very poor segments of the Malawi population based in rural areas.  Quality in Christian health facilities often includes performance against founding principles or core values and ethos of such organisations which are their identity. 






1.4	OBJECTIVES OF THE STUDY









Specific objectives of the proposed research are to:
    
	To provide a broader understanding of contracting in health service delivery.
	Determine motivation of Christian health facilities for going into service level agreements with the Government in relationship with their mission, values and ethos.
	Establish effect of service level agreements on capacity of Christian health facilities to fulfil their mission, values and ethos as well as to deliver good quality services.
	Assess whether service level agreements lead to net gains in healthcare delivery.
	Contribute to appropriate service level agreement model[s] to be pursued by Christian health facilities in their negotiations with the Ministry of Health and its agents

1.5. RESEARCH HYPOTHESIS 
The working hypothesis of this study is: 

The Contracting agreement for provision of mental health services in Northern Malawi has resulted in reduced accessibility and sustainability of services.

1.6 OUTLINE OF CHAPTERS 
The study includes five chapters with the first chapter introducing the study. It has the following subsections: background to the study; problem statement; objectives of the study consisting of general and specific objectives; research hypothesis; limitations to the study; and chapter outline.
 
Chapter two consists of the literature review. It has four main subsections. The first subsection discusses contracting of public services as phenomena while the second section looks at rationale for contracting health service delivery to non- state actors. The third section analyses both the merits and demerits of contracting out and the last part contextualize contracting by looking at how it has been implemented in Malawi and the challenges that have emerged.

Chapter three contains the study’s research design and methodologies. It brings forth the methods that were used to carry out this study and a profile of the sampled CHAM facility. It also presents the study design and data analysis procedure. 

Chapter four provides the findings of this study. It particularly focuses on examining the impact contracting through a service level agreement for provision of mental health services in Northern Malawi point to reduced accessibility, unsustainability and compromised quality of service and brings out design and implementation challenges that have compromised the success of the service level agreement 
 


















This chapter presents a literature review. It brings forth theoretical concepts regarding contracting public services to non state actors.  It also looks at the advantages, disadvantages and rationale behind contracting public health services. The chapter will also contextualize contracting in the health sector through examining impact service level agreements have had in Malawi’s national health goals in relation to objectives of facilities contracted by Government.  

2.1.      CONTRACTING OUT PUBLIC SECTOR SERVICES

Contracting is defined as “the practice whereby governments contract with private sector providers for the provision of services to Government ministries and agencies, or directly to citizens on behalf of the government.” [OECD, 2005: 131] Contracting out of public services has become a significant means of service delivery in the past decades for both developed and developing countries. This explains the  wide consensus among different authors  adopting Taylor’s [2003:158] definition that regards contracting out as a “purchasing mechanism used to acquire a specified service, of a defined quantity and quality at an agreed on price, from a specific provider, for a specific period”.  In this respect, services previously provided in-house by the public sector are outsourced from non-governmental or other public providers. Theoretically, contracting out is mostly construed within the New Public Management (NPM) rhetoric of public private “partnerships take many forms, and are often described in terms of the role of the private or public sector in either the delivery or the financing of services, sometimes referred to as the provider—purchaser split.”  [Vinnig & Globerman, 1999:79; Peters in Tambulasi 2014: 85]. 

Contracting out has been widely used by both public and private entities to acquire various ancillary services.  However, in the context of public sector agencies, the general theoretical framework for contracting out is based on government failure, a concept model of government’s failure in the provision of services and hence the emergence of market mechanisms would promote efficiency in delivery of public services. [Mills and Broomberg, 1996; Jutting, 1999]. Contracting out is a common and growing phenomenon and  has thus become an increasingly important feature of purchaser provider relations in many countries, for example United Kingdom, United States of America, Brazil, Australia,Thailand and South Africa [Figuera et al., 2005;  Palmer, 2000 ; Chalkley, 2006]. According to Macneil (1978), the roots and key dimensions of contracting arrangements are in economic transactions and argued that “contracting is a result of the necessity to society to plan for future consumption, a situation that elevated the use of promises instead of on-the-spot exchange.” 


Despite the increase in the use of contracting out mechanisms, there is less knowledge on the nature of many contractual arrangements.  Evidence emerging from low income countries health systems suggests that contractual agreements are different in practice to the ones that were originally envisaged, with competitive contracts disappearing and being replaced by mutually dependent relationships. McPake and Hongoro (1995) have defined contracting “as a normal market exchange of services which is formalised in advance by the issuing of a contract binding the buyer and seller to the conditions of the exchange.” Thus, the contractual agreement spells out a set of specific actions to which parties to a contract must comply. The contracting parties make reciprocal commitments - in essence a bilateral coordination agreement. The contracting objective in any undertaking is to reach a mutually satisfactory outcome. This suggests that if parties can bargain with each other effectively and can effectively implement and enforce decisions, the outcomes of a contracting relationship will tend to be viable, to the bargaining parties.( Milgrom and Roberts, 1992; Duran and McNutt, 2010).


This is underpinned by the transaction cost theory; property rights theory; and principal agent theory (see Bruttel, 2005; Batley and Larbi, 2004). The transaction cost theory in terms of contracting out alludes to governance mechanism that ensures efficiency and cost effective means of service delivery. The property rights approach in contracting looks at the dilemmas of common ownership by advocates for contacts as “firms in private ownership are expected to work more efficiently because efficiency gains are directly attributable to an individual” (Bruttel, 2005). The principle agent theory is about accountability for results where contracts are seen to provide a mechanism where the contractor works in the interest of the client by delivering the agreed upon performance targets and results. In this realm, penalties and rewards are distributed based on the extent to which contractual agreements are achieved. 

It is in this context that contracting out encompasses a number of approaches whose underlying philosophy is paying for contractor performance and receiving results and outcomes. The specific variants include paying for performance/results  where a contractor is rewarded for quality improvements with higher payments (Keenan and Kline, 2004; Damberg et al, 2005); results based financing (RBF) where a “principal entity provides a financial or in-kind reward, conditional on the recipient of that reward undertaking a set of predetermined actions or achieving a predetermined performance goal” (Mumssen, Johannes and Kumar, 2010:3); and output based aid, which delegates “service delivery to a third party under contracts that link payment to the outputs or results delivered” (Smith, 2001). In short the operative theme in contracting out is paying for performance and getting results or outcomes. Although the common understanding is that contracting only goes to NGOs or the private-for-profit bodies, this is a fallacy as public or quasi-public entities can also be allowed to bid for and win contracts. This is the case as the contract is blind to the background of the provider and the only preoccupation is that the provider delivers what has been agreed to.

It must be noted that the availability of contracting arrangements alone is not enough to ensure effectiveness and accountability in service delivery.  Proper management of the contract ensures that the required contract deliverables and value for money are attained. [House of Commons, 2009]. In most cases contacts fail to deliver the promised results due to management problems. Contract management requires choosing a contractor, designing contracts; monitoring the contractor and supervising quality control and penalties if results are not achieved [Prager, 1994]. According to Doherty et al, [2014:165], the management competencies for effective execution of contracts include the “ability to embody service level agreements into contracts with performance and quality targets to monitor whether or not services are being delivered in accordance with the contract”. This is emphasised by Brown et al [2006:325] who highlights that the basic management skills required for effective contracting include “planning and coordinating service delivery; negotiating with vendors; monitoring task completion and executing incentives.” Management capacity in this regard in terms of designing, implementing and managing contract arrangement is necessary for the effective realisation of contractual ends. [ Tambulasi, 2014: 85]

In developing country contexts, effective management of contracts has been seen to yield the planned results in Rwanda, Cambodia and Democratic Republic of Congo [Pandit-Rajani, Sharma, and Muramutsa. 2010] In these countries managing contracts effectively has led to greater accountability, improved efficiency in service delivery and spill-over effect where it has helped to address several structural problems facing service delivery [Pandit-Rajani, Sharma, and Muramutsa. 2010]. In the same vein, poorly designed and managed contacts result in inefficient service delivery and accountability challenges on the part of the service provider. As Peters (2010: 298) elucidates, contracts may be “desirable from an economic perspective, but they present their own administrative challenges, especially control and accountability”. Here, contracting has “important implications for accountability because such a process may increase services but dilute government control and accountability” (Johnston, 1999:387).

2.2.   STATE CONTRACTING OUT PRIVATE PROVIDERS TO DELIVER HEALTH 
        SERVICES

Despite the difficulty that is there to formulate and sustain partnership many partnerships continue to blossom and flourish because they “are increasingly seen as playing a critical role in improving the performance of health systems worldwide, by bringing together the best characteristics of the public and private sectors to improve efficiency, quality, innovation, and health impact of both private and public systems.” [Mitchell, 2010:26].  However it should be stressed here that in as far partnerships  can achieve these results  they are not nevertheless a panacea to the numerous challenges faced by the health sector worldwide  as Mitchell, 2010:26 further argues that  “if partnerships are to be effective in addressing the issues of poverty reduction and equity, quality improvement, and cost containment, considerable work will need to be done to develop the accountability and transparency, the legal and regulatory framework, and the mutual trust that is necessary for partnerships to succeed.”

Middle and low income governments, with influence and assistance of development partners like World Bank and USAID, have been designing and  implementing a wide range of policy measures to deal with health and health delivery problems since the 1990s [Berman & Bossert, 2000; Blas & Hearst, 2001; Gwatkin, 2001]. The measures, popularly known as health sector reforms are aimed at bringing about sustained, purposeful change that yields improvement in efficiency, equity and effectiveness of the health sector [Berman & Bossert, 2000; Berman, 1995; Gwatkin, 2001]. Major reform strategies used in the first decade of reforms included re-organisation of government health agencies, user fees for public services, establishment of insurance systems, and health contracting [Blas & Hearst, 2001].

Evaluation of health sector reforms revealed that even though progress may have been made in terms of numbers and population averages, serious inequalities still existed between “the poor and better off in respect of health status and services utilisation, including services widely promoted because of their anticipated relevance for the poor.” [Gwatkin, 2001]. Government expenditures in Africa tended to benefit the richest more than the poorest in absolute terms, with the highest 20% of the population receiving well over twice as much financial benefit as the lowest 20% [Gwatkin,200: 24].Discourse established that: without fundamental policy re-orientation, the poor will remain disadvantaged in scaling up efforts [Gwatkin, 2005; Singh, 2006]; there was need for equity-oriented reforms to “increase ‘efficiency and effectiveness with which health systems reach the poor and disadvantaged, thereby alleviating current inequalities in health service use and contributing to lessened differences in health status.” [Gwatkin, 2000]. This thinking got a boost from endorsement of Millennium Development Goals by 147 heads of states at the UN Millennium Summit of 2001. “Half of the MDGs concern different aspects of health -directly or indirectly.” [Wagstaff & Claeson, 2004].

Attainment of health related MDGs is however doubtful in the developing world, particularly sub-Saharan Africa in the absence of necessary institutional and systematic arrangements [Singh, 2006]. UN MDGs reports of 2005 and 2008 give substance to fears of failure for particularly Africa to attain set targets by 2015 without extra effort. One of the major strategies recommended to facilitate attainment of health related MDGs and state health goals of efficiency, effectiveness and equity is strengthening of government approaches to non-government healthcare providers at the primary level [Berman & Bossert, 2000]. The strategy requires that more systematic attention is paid to mechanisms for integration of non-governmental providers into broader health reform initiatives [Berman & Bossert, 2000].    


Many solutions have been suggested to improve and expand delivery of healthcare services in order to meet health related Millennium Development Goals. Contracting non-state entities, including non- governmental organisations is seen as one of the significant ways of improving healthcare delivery and  means to enhance accessibility, equity, and efficiency in healthcare [Bushan et al, 2002; Cortez, 2005; Palmer et al 2006; Loevinsohn & Harding, 2005]. While contracting out of health services is common in western health systems, the phenomenon is relatively new and less common in low income countries [Palmer et al, 2006].  With the encouragement of such organisations as World Bank and other bilateral and multilateral donors as well as inadequate capacity by governments to meet health related millennium development goals, the situation is likely to change. Based on studies carried out in some low income countries such as Cambodia, Bangladesh, Singapore, Ukraine, Poland etc, a strong case is being made by the World Bank and other players in development regarding need to contract non- governmental organisations in provision of healthcare in order to reach as many of the poor people as possible and attain progress towards millennium health goals.


Expanded role of non- state actors in delivering health services comes with the responsibility to demonstrate accountability and the need to demonstrate evidence that they can significantly contribute to attainment of national and global health goals.  Sustainability is crucial to the survival of the NGO sector and their ability to become viable partners with governments and other development partners in bringing forth sustainable development. In a bid to utilize the non-governmental sector to complement “public services, a coherent policy is needed regarding legislation development, regulation and control of private sector health services as well as monitoring system to re-in force this policy” [Wyss et al, in  Birungi et-al 2001]. 

Contracting non-state actors is increasingly seen as a sign of improved collaboration between the state and non -state actors. Elsewhere, as governments shift their roles from provision of services to “policy making, financing, ensuring access for the poor, regulation and control,” contracting is one of the mechanisms for the state to delegate healthcare provision to non-state actors [Verhallen, 1998]. This does not necessarily mean that all are clear with what is happening. Worldwide, “there still appears to be limited consensus and some confusion regarding public-private partnership” [Ridley, 2001]. Discourse on the concept has often dwelt on issues and differences in perspectives that divide the public and private sectors- rather than partnership which is the most important aspect of the concept. Kadai et al, [2006] argues that “contracting policies should be carefully linked to overall health policies for the strategy to be ‘accommodated within the management of the health system as a whole and thus take into account its potential contribution to on-going health system performance.”


Meanwhile, according to the new public management paradigm, contracts are supposed to be well designed and managed for them to be effective in achieving the required service outcomes (Peters, 2010). Yet in most cases, especially those involving faith based organisations in developing countries, contracts are informal and trust-based without any serious specification of performance standards (Batley and Larbi, 2004 Tambulasi 2014:83). What is agreed upon is the generalised view that “when NGOs are engaged in service delivery, the major focus is on financial and performance accountability” (Brinkerhoff, 2003:14).


2.3.     ADVANTAGES AND DISADVANTAGES OF CONTRACTING OUT NGO IN 
           HEALTH CARE DELIVERY

The approach has obvious advantages and the argument still holds that NGOs have experience of working in hard to reach areas, exercise more flexibility than the state in attracting new staff and can quickly respond to health needs. Palmer, [2006:3] argues that “NGOs have the financial and logistical backing of large international organisations; they may supplement contract funds with their own resources. Lastly, the motivation of NGOs is generally expected to be closer to that of public providers than that of the for-profit private sector, and contracts with NGOs are argued to take advantage of the voluntary sector's greater flexibility, innovation, and morale.”  In  agreement, Venkat  & Bjorkman [2009]  concludes that “contracting improve access; improve  equity -reduce out of pocket expenses; better efficiency opportunity to regulate and accountability; improve quality/ rational practice; imbibe best practices  and augment resources; funds, technology and  human resource”  
 
Nongovernmental organisations also thought to have experience in the difficulties of delivering health services [Palmer et al 2006]. Non-governmental organisations are “more flexible than government in their ability to recruit new staff and set up services rapidly.” [Bushan et al,2003, Cortez,2005  The list of identified advantages goes on and literature suggests that “benefits of contracting health services delivery to non-governmental organisations appear to surpass costs.” [Bushan et al, 2003; Cortez, 2005; Loevinsohn & Harding, 2005; Palmer et al 2006].  The strategy is seen to be an effective means of enhancing health coverage as well as achieving pro-poor coverage [Bushan et al, 2003].  It facilitates reduction in private out-of-pocket healthcare expenditures which clearly benefits people that have the least ability to pay [Bushan et al,2003]. “Momentous presence in the health sector; experience in difficulties of delivering health services; flexibility in comparison to government generally- make contracting of NGOs advantageous.” [Bushan et al, 2003; Cortez, 2005; Loevinsohn & Harding, 2005; Palmer et al 2006]. Vining, A & Globerman, S. [1999: 77]

In spite of its wide adoption and popularity, health care contracting has many critics [Pulmer 2006:237 in Tambulasi, 2014: 84]. Among those is the fact that in many circumstances there is reduced competition among suppliers leaving contractors vulnerable to opportunistic behaviour, such as over pricing. [Vinnig & Globeman 1999: 89]. Additionally, in some instances, “once contractors have contracted the service they no longer have the expertise or knowledge to evaluate the quality of the service provided—only the contracted have this information hence contractors risk making contracts with partners that will bind them into the relationship despite unsatisfactory performance.”[Burgoyne et al.  1997: 39] 
 

Contracting NGOs in delivery of healthcare is not without cost. Costs and/or threats of contracting delivery of healthcare to non-state actors include non-existence of competition, particularly in poor “countries where there may be no alternative providers; contracts may be difficult to specify and monitor; management costs may wipe out efficiency gains; contracting may segment the health system; governments with weak capacity to deliver health services may also be weak in a stewardship role.” [Loevinsohn & Harding, 2005; Palmer et al, 2006].  In view of this, Perot [2006: 859] argues that “a major reason that well-intended public-private partnerships fail is that they are poorly matched against Government’s goals and capabilities. All too often the options chosen require more robust systems (including accreditation as well as regulation) than are present when the initiatives are launched. A better understanding of conditions present in country, particularly the robustness of major systems, and the requirements of different types of PPPs, can help avert disappointment and failure. 

2.4. CONTRACTING OUT OF HEALTH CARE DELIVERY IN MALAWI: SERVICE LEVEL AGREEMENTS

Mission hospitals have operated in Malawi for several years, and their long stay has influenced Government’s perception towards them in that they are perceived to be trusted partners in health care delivery. According to Kadzamira, E. et al. [2004:7] “lack of government capacity to deliver adequate services, coupled with a situation in which mission hospitals, are powerful actors, owning a very large proportion of health facilities in Malawi, predisposes the government towards a positive relationship with them, as articulated at national policy level.” This is also evidenced by the fact that churches not only are the pioneers in delivering health care in the country but also these church owned facilities  account for 37% of the entire health care provision for the country.

In Malawi, while health policy is very flexible and allows participation of various groups of private sector health providers, the non-governmental sector has very little input in the overall decision making in the health sector [Picazo, 2002]. This raises questions regarding whether if in place such policies adequately address needs of the private sector and facilitate them to reap potential benefits of taking significant role in primary health care in the district health set up, “ensuring equitable access for their target population, access to public funding, becoming partners in healthcare provision with capacity to enforce adherence to contract stipulations.” [Verhallen, 1998]. 
 

The technical rationale for Government contracting CHAM hospitals was to promote equity and accessibility to health among the rural poor as reiterated by  Kadzamira et-al [2004: 30] who states “the services provided by CHAM are a classic example of a merit good which the government seeks to ensure wider access to. In the absence of the service agreements the price at which the health services provided by CHAM are available would exclude a substantial proportion of the population including the very poor. Given that the majority of the poor live in the rural areas, the service agreements between CHAM and the MoH can be seen as an implicit pro-poor intervention.” 


Banda and Simukonda [1994:67] noted that the Malawi Ministry of Health (MOH) has “neither the manpower nor the material resources to fulfil its mandate of raising the health of all Malawians by reducing the incidence of illness and death in the population”. This is proven by the fact that it provides 60% of health services while the remaining is covered by church based (37%) and other private (3%) providers [Malawi Government 2004]. Government services are for free while other providers place a charge. Faith based health service providers operate under the umbrella organisation called Christian Health Association of Malawi (CHAM). The individual providers under CHAM belong to various church denominations and operate independently of each other, making autonomous business, managerial and operational decisions depending on their location and need.
 

In this respect, the Memorandum of Understanding articulates that “service agreements shall be established wherever possible as a mechanism for maximising efficiency in the management of health service and maximising access of the population at large to hospital services” [Malawi Government and CHAM, 2002:7]. These agreements are made with individual CHAM and government district hospitals depending on the services the hospitals provide. The arrangement made is that people access the health facilities without paying, and CHAM facilities bill MOH through District Health Offices. In addition, the MOH supplements salaries of medical staff member at government rates. On its part, the Government commits itself to “provide financial assistance in cases where service agreement is in operation” [Malawi Government and CHAM: 2002: 8]. It also encourages District Health Officers to “enter into service agreements or contracts with CHAM facilities (and indeed other providers of health services) where appropriate, in order to facilitate communities accessing Essential Health Package services free of charge in line with government policy” [Ministry of Health, 2005: 16]. 
 
 In a recent study it was established that SLAs could potentially enhance the country’s health outcomes and universalize access, but same study concluded that “performance of SLAs in Malawi were affected by various factors including lack of clear guidelines, non-revised prices, late payment of bills, lack of transparency, poor communication, inadequate human and material resources, and lack of systems to monitor performance of SLAs, amongst others.” [Chirwa, et-al 2013: 17].  Meanwhile in a similar study  by Gama et -al [2013: 4] it was concluded that “contracting out has succeeded in improving access to maternal and child health care as well as provided financial risk protection associated with out of pocket expenditure. However, despite this improvement in access and reduction in financial risk, we observe little evidence of meaningful improvement in quality and efficiency, perhaps because SLA focused on demand side factors, and paid little attention to supply factors: resources, materials and infrastructure continued to be inadequate.”

This research will advance the argument that partnership between the state and the faith based facilities in health care delivery is inevitable and that it presents numerous opportunities, but also quite significant risks, for the contracted entities and for health service delivery in general. In view of this, Buse and Waxman, [2001:751] stipulates that when executing contracting there is the need therefore to “establish clear goals, roles, responsibilities, and decision making structures. One need to institute means of monitoring and enforcing the agreement and evaluation of the process and outcomes of the partnership” and this will determine if the contracted parties are willing partners in the contracting arrangement. 

It is therefore the author’s views that most of the studies done so far have mainly attributed the failure of SLAs to capacity challenges of the contracted facilities but none has looked at the possibility of incompatible goals and different motives between the state and CHAM facilities as a possible cause for the SLAs not to work as expected. Hence the study will attempt to answer the following questions; what motivated the selected CHAM institution to enter into an SLA with Malawi Government in relation to its mission, ethos and values? Secondly the study will attempt to answer the question as to what extent has the SLA impacted on the provider’s mission, ethos, values and its objective to achieve quality services. The third research question is to determine whether or not the SLA has led to net health gain in mental health in relation to the various challenges that have been met with the implementation of the SLA and how those challenges have affected the provider to achieve its goals of enhancing accessibility and sustainability of its services. 

Finally it should be noted that most of the studies done which have been concentrated in the area of maternal and general health priority issues have generalized conclusion that SLA promotes access but there has been no comprehensive study conducted to assess if the same could be said about the SLA on mental health. In addition a number of studies conducted have concluded that despite the success in increasing access to health there has been serious accountability, transparency and governing problems all blamed on mission facilities [Chirwa et-al 2013; Tambulasi, 2014, Gama et- al 2013] However none of the studies so far have attempted to examine issues from the  providers perspective on how the SLA either promotes or hinder the facility’s capacity to attain their founding goals of increasing access, service quality and sustainability. This study therefore intends to fill the knowledge gap. In this case, the study will highlight numerous challenges that the implementation of many contracting arrangement is experiencing in terms of attainment of the provider’s set goals of accessibility and sustainability. This will help fill the knowledge vacuum and give those responsible for planning and formulating health sector SLA contracts renewed insights in both formulation and implementation of these contracts.  


2.5.   CONCLUSIONS


















CHAPTER THREE: RESEARCH DESIGN AND METHODOLOGY
  
3.1.        INTRODUCTION




This is “basically an empirical study based on qualitative research design because it aims at understanding complex social or business problems or situations and it is concerned with motivation and behaviours.”[Creswell: 1998:15] In this regard, the study uses qualitative research methods to interpret a cause and effect relationship among the following variables: Contracting (independent variable,) accessibility (dependent variable) and sustainability (dependent variable). This project looks at the impact of contracting out in enhancing accessibility and sustainability of services provided by St. John of mental health services. The author uses the findings of the research to make recommendations to the Management of St. John of God with the hope of influencing initiation of a decision making process in the area of contracting arrangement with Government  

3.3.	JUSTICATION AND LIMITATION OF RESEACH DESIGN

The research design and methods presented in this section were developed with a view to achieve the study objectives.  Qualitative research methodology has been preferred in this study because it encompasses people’s lives, personal encounters, behaviours, organizational functioning as well as interactional relationships hence as we may note contracting out relationship falls into such group of potential research subjects. A considerable number of studies in contracting out of health care provision in both high and low income countries have used qualitative methods [Allen in Gama, 2013:81; Palmer, 2001]. Similarly, adopting this approach has assisted the researcher to  tackle our initial research questions which  are basically set to solicit respondents views on their motives for engaging in contracting arrangement with Government  and also their perceptions as to whether the contracting out help or hinder their capacity to realize their mission, values, ethos and cardinal objectives. Additionally in order to understand the mechanisms and challenges posed by contracting out arrangement, the study had to utilize the qualitative approach as well. 

However, utilizing the qualitative approach exclusively presented some limitations on the researcher in that by employing quantitative approach in such areas as service utilization to determine whether or not the SLA has hindered or increased access in mental health would have further validated the findings that the SLA understudy has instead reduced accessibility. Secondly adopting a mixed approach through utilizing quantitative techniques would have assisted the researcher in determining costing of SLA which would have assisted the facility in its future negotiations with Government for a more effective agreement.

Meanwhile the author selection of case study of one CHAM facility was due to existence of a specific type of contract which was unique to the institution and also the focus of the study. The author utilized in depth interviews, questionnaires and a survey to gather data on service level agreement amongst selected officers, departments and client guardians of the sampled facility followed by focus group discussions and detailed case study of facility which revealed further details about the operations of the SLA and also provided information to our research questions; What are the challenges in contracting out of mental health services? What are the implications of the challenges on the provider’s goals of accessibility and sustainability? However this case study method may have brought some limitations to the study in that there would be a lack of generalizability of the findings and also there is the likelihood of personal bias by the author since the author is one of the senior managers at the selected facility. 

The Open ended and closed questionnaires deployed produced data on the visits to the facility and the distance they cover to the clinic. This is an important variable, as distance has consequences for access, equity and quality.  The client survey provided information on mental health interventions that the facility provides under SLA and information on guardians’ perception towards the facility and SLA. This method has assisted the researcher identify answers to the research question; Does the Service level agreement lead to net gains in mental health care delivery? 

The key interviews and  questionnaires revealed valuable information on the perspective of proprietors/ board and facility management regarding SLA performance in relation to (accessibility, sustainability and quality,  implementation challenges which include  non-revision of fees,  lack or stoppage of payment, Ministry of health lack of political will, dubious behaviours by government representatives) and means to improve the SLA ( revision of SLA terms and provisions, enhanced monitoring and evaluation mechanisms, communication, collaboration and general commitment of both parties to the agreement). Such information has not only helped the researcher tackle the  research question on challenges faced by the current  SLA but has also enabled the author grasp the origin of these challenges and hence  to recommend a viable SLA negotiation framework for the contracted facility to employ in future engagements.

3.4.	 STUDY POPULATION AND SAMPLING FRAME
The population for this study is Christian health association of Malawi. Malawi has over 175 health facilities spread in all the three administrative regions (Northern, Central and Southern) and the situation with service level agreements is shown below.

Table 3.1: CHAM health facilities with Service level agreements in Malawi


Adapted from HMIS MOH 2014

For practical reasons however, the study has sampled St John of God Mental health Service to be a case study. The institution has been purposively chosen for three main reasons: firstly because it is the only CHAM facility contracted by MOH to provide mental health service in the entire northern region and also being the only mental health provider in the region, it is here where the impact of contracting in this area will be well noticed. Additionally, it is the researcher’s employer and study sponsor.

3.5.	PROFILE OF THE SAMPLED HEALTH FACILITY
St. John of God mental health Services operating in the city of Mzuzu is part of the Hospitaller Order of St. John of God- a worldwide Catholic health care provider with a good track record in provision of mental health promotion and care, services for children with learning disability, and those with special needs. The Organization in Malawi was established in 1994 as a response to mental health needs in northern region of Malawi; prior to establishment of St. John of God, people from the north used to travel 700 km or more –to Zomba Mental Hospital to access mental health care. It is a member of CHAM and as such benefits from Government subvention that covers salaries and pension for health workers but it also has a service level agreement with Ministry of Health through Zomba Mental Hospital signed in 2007 for provision of residential mental health care in Northern Malawi.

3.5.1.	Services:
St. John of God provides mental health services as a specialty within the northern region of Malawi. Programs include outpatient services; PHC outreach clinics; residential and domiciliary care for people with acute mental illness.  The residential unit provides referral services to people from all the six districts of northern Malawi. It has 39 admission beds. Over the last five years, an average of two hundred and fifty people [250] has been admitted to the residential care unit per year and in 2014 it was 298. 

3.5.2.	Mission
St. John of God Mental health Services mission is “to contribute to the development of ‘Health for All’ [Alma Ata Declaration] by providing community based mental health promotion and care in the city of Mzuzu and environs, in partnership with the Government, the community and individual families, to provide a quality mental health service that is: affordable; Accessible; Sustainable and comprehensive.” [St John of God Strategic Plan 2010-2014]  

3.5.3.	Ethos and Guiding Principles
The organization’s philosophy is that “people are the creation of God, with intrinsic value and inherent dignity. The philosophy is based on the values of its founder, St. John of God.” The guiding principles are [Order of St. John of God, 1999]:
	The focus of attention is the person who is served.
	The rights of the person who is sick, aged or disabled must be upheld and defended.
	Each person has the right to be involved in their own care and/or treatment, and to be kept informed of matters concerning them at all times.
	The Order respects the freedom of conscience of every person and acts without racial, social, financial, or religious discrimination.









Depth interviews refer to relatively unstructured one-on-one interviews. An open-ended question is asked which the stimulus is. Thereafter, ‘the interviewer attempts to get the subject to talk freely about his or her attitudes toward a topic’ [Saunders, 2000]. The respondent’s initial reply, the interviewers’ probes for elaboration, and the respondent’s subsequent answers determine the direction of the depth interview. The interviewer may however attempt to follow a rough outline. 

St. John of God Services has service level with agreement with Ministry of Health in place since 2007 whose existence and terms all top members of the organization are very much familiar with. To better get people’s perception toward the motive for entering into the said agreement and its implementation challenges, it was thought necessary to use depth interviews in order to give the author an opportunity to probe answers of the respondents and get their views beyond what they think they are expected to say or do.

The depth interviews targeted key informants within the organization and these included members of the board, the Director, senior members of the management team for purposes of assessing CHAM institution proprietors and management’ satisfaction with and attitudes towards service level agreements. The respondents were as presented in table. 3.2 below.

Proprietors 	Board members 	Senior Management 
5	6	4

The choice of representatives of proprietors, the board members, Director and senior managers for the depth interviews was based on the following:
	The mission, vision, ethos, values and strategy of an organisation is more likely to be better known by the organisation’s board members and senior management team.
	The top level management are the one responsible for both contract negotiation with Government and subsequent implementation hence would be in much better position to be aware of the motivation for signing such an agreement and also implementation challenges.

The depth interviews targeted top management to clarify the goals and objectives for going into contracting arrangement in order for the author to gain insight into their perception as regards the benefits offered by the Service level agreement (SLA). The author also brought the attention of the interviewees to the strategic objectives, mission, values and ethos as stated in the organization’s strategic plan and sought their comments on their importance in relation to the service level agreement. Through the depth interviews, the author also tried to get managers assessment of the current contracting agreement and whether it is contributing towards health quality of services and sustainability of their entity and invariable national health care goals. Each interview took forty to sixty minutes. All the interviews were fully recorded to help a better analysis of the information collected later. 

3.6.2.	SURVEY AMONGST MIDDLE MANAGEMENT  AND SUPERVISORY STAFF 





For purposes of assessing client/guardian satisfaction with and attitudes towards services covered by the Service Level agreement, the author carried out a survey using structured interviews. The survey targeted guardians of the clients benefiting from the SLA covered services at Saint John of God mental hospital for the period 4th to 18th February 2015. For ethical reasons it was not possible to interview the clients themselves who are in this case beneficiaries of the services but we opted for guardians instead who are mostly the ones that shoulder the cost and burden of care for mentally ill persons. Structured interviews were opted for on the following grounds:
	It would have been extremely difficult to get the required data and response rate through posted questionnaires owing to postal service problems in the rural areas where most clients dwell.
	There is a very high illiteracy rate within the Service catchment area. Structured interviews were aimed at reading the questions for the respondents and offering guidance as required.
	It was very important that only intended respondents be interviewed in order to improve reliability of the data. Structured interviews very much help to reach the intended respondents.
	The period of the research was short; it was of extreme important that the highest possible number of respondents was reached. Structured interviews appeared the best tool to achieve this objective. 

3.6.3.1.	QUESTIONNAIRE DESIGN FOR THE GUARDIANS SURVEY

The questionnaire comprised of closed questions with lists of answers and rating scales provided. Where answers were provided, respondents were required to state reality with them regarding certain activities of St. John of God Services. For example: stating the length of time their relatives have been hospitalized, social background, awareness of services offered, client management plans as well as their role as guardians in the management plan. Other questions related to functionality, pricing, quality of the services; satisfaction with the services and whether they would recommend St. John of God Services to others with mental health problems.

Before administration, the questionnaire was discussed with the Country Director and Program Manager and, changes were made where it was thought necessary. The questionnaire was then tested at two centres: House of Hospitality [a residential care unit] and St. John of God Centre [an outpatient unit]. Ambiguous questions were rewritten and retested till both parties understood them in the intended manner. 
A total of ninety seven guardians were interviewed between the 7th and 21st February 2015 as follows:

Table 3-3: Guardian Survey –respondents’ numbers according to centres. 








Secondary data may be defined as information or data that is already available on the area under study. The data may be in the form of textbooks, published research, organisational reports etc.
Considerable amount of data required for this research was already available within the Service, especially in administration department. The secondary data sources were very much exploited before going into primary data collection.
Main secondary data sources used for the research include:
	Minutes of meetings –management, programme, administrative, and strategic review meetings.
	Service level agreement document
	Letters, memos and other correspondence with MOH
	Annual reports –financial and services.
	Client attendance records.
	Service strategic plan.
The author also used published records like documents of the Ministry of health, World Health Organisation statements on mental health financing.

3.7.	    Data Analysis

After the depth interviews, the author played and replayed all the tapes to find out what the Proprietors, Board members and other respondents said in relation to Service strategic objectives, values and ethos, the motive behind SLAs and extent this contributes towards attainment of institution cardinal objectives. The qualitative data from the questionnaires was supplemented by secondary statistical data derived from academic publications, Government reports, Saint John of God reports on Service level agreement. For ethical purposes, as much as possible the analysis has ensured anonymity of the respondents. The analysis involved categorizing issues according to recurrent themes regarding how contracting impacts on capacity of contracted institutions to attain goals of accessibility and sustainability of its services. Particular attention was given to patterns, trends, theoretical constructs and themes emanating from qualitative data collected and from which the study generated general conclusions.

3.8.	CONCLUSION




































                                                CHAPTER FOUR





This chapter presents research findings by examining the current SLA between Government and Saint John of God as to whether the agreement serves the best interests of the contracted organization in terms of achieving its cardinal objectives, mission, and sustainability of the services provided. It has three main sections. Section one presents findings on what motivated Saint John of God to enter into a contracting agreement with Ministry of Health for provision of mental health services in Northern Malawi. While section two looks at the impact the SLA has had on Saint John of God capacity to attain its mission, values, ethos and objective to achieve quality services. The third section presents research findings on the extent the agreement impacts on net health gains of the population being served.

4.2. MOTIVATION FOR THE PROVIDER ENGAGING IN SLA WITH MINISTRY OF HEALTH 
This section presents and analyses the motivation behind church institutions such as Saint John of God to enter into contracting arrangement with the Government.          

4.2.1.    HOSPITAL PROPRIETORS AND BOARD MEMBERS PERSPECTIVE
95 % of those interviewed which include representatives of proprietors and board members of the institution attested that Service level agreement presents an opportunity to deliver high quality mental health services to large increased number of the poorest, vulnerable and excluded people as per the church mission to assist the sick, the needy and the poor.  Similarly [Corby et al 2012:7] argues that “delivering high quality services or reaching underserved populations are typically top priorities” for faith based health facilities and are integral to their mission.  

Therefore the majority of respondents felt that apart from improving access to residential care for people in the northern region, the agreement was thought to enhance Government financial contribution to St. John of God mental health Services. It should be pointed out that most people with mental illness experience extreme poverty and are unable to meet costs of mental health care. This means that St. John of God has had to raise funds elsewhere for provision of care. The Service Level Agreement therefore presents an opportunity to make resources available to St. John of God for provision of residential care to people resident in the northern region and would eventually facilitate sustainability of the services being offered

According to Chirwa et al [2013:8] there is “strong consensus and shared interest between the government and CHAM regarding SLA and the extension of universalization and it is apparent that free services provided by SLAs has enhanced service utilization and overcome geographical and financial barriers to access health services thereby improving equity of access to health services,” Most interviewees expressed that SLA were formulated cognizant of the fact that the majority of health facilities within the northern region of Malawi already referred clients to St. John of God mental health Services for further management due to it being the only mental health facility in the entire region hence this was regarded as opportunity for enhancing Government contribution and collaboration with the facility. 

Secondly respondents reiterated that there was awareness amongst proprietors, board and management that certain segments of the population in the region and other parts of the country accessed mental health services on a fee for service basis from St. John of God Mental health Services in Mzuzu which largely excluded those that were unable to pay the fee.  Hence having an agreement in place, it meant that those who were previously excluded for lack of capacity to pay fee would in this case have access to the services. In relation to this the majority of respondents stipulate that one of its founding objectives as a facility was to respond to the need for full and free access to mental health services by all Malawians regardless of their financial status hence an agreement with Government would promote that objective. Furthermore a majority of respondents reported that Saint John of God goal was a commitment to the improvement of the health status of Malawians through improving access to mental health service delivery throughout the country and hence making service universal would help achieve that goal as reported below
             “Saint John of God Mental Health services is very much committed to provision of 
               mental health  services to people based in Mzuzu and other parts of the Northern  
               region. We note that unlike in the Central and southern region regions there are no 
               Government facilities for treatment of people with acute mental illness and requiring 
               residential care in the North. As such partnership between the Ministry of Health and 
               Saint John of God has a lot of possibilities in promoting access to mental health 
               services in the area. We are of the view that all possibilities be strenuously pursued for 
               the  benefit of the people we serve and others that are also in need of services”

Meanwhile, one responded concluded that there was euphoria amongst all people involved with the organization  when the four years of negotiations with Government culminated into the signing  of the service level agreement in December 2007. It was perceived then to be a major achievement for mental health delivery considering the fact that mental health services were considered a non-essential service in the then program of work for the Ministry of Health. 
                       “The hope then was that through improved partnership between the Service and 
                        Government; access to mental health services will be enhanced for people        
                         resident in the northern region of Malawi but at the same time the agreement 
                         for provision of residential mental health services was perceived as a 
                        foundation for future negotiation to include covering costs of out- patient 
                        services which would to obviously universalize access to mental health service.”

4.2.2 MANAGEMENT PERSPECTIVE ON THEIR MOTIVATION TOWARDS SLA
Members of management were requested to present their perspectives on the rationale for their institution to engage in a contract arrangement with Ministry of Health. A majority felt the major motivating factors for going into service level agreement with government was a result of the numerous challenges their institution was facing to provide mental health service to the population of Northern Malawi singlehandedly. 
 
4.2.2.1 Cost of Service 
Among the  challenging factors cited by respondents is that at the time there was a surge in service users resulting in increased cost of service but this did not invariably led to increased income from service users as most clients were unable to pay.  This agrees with Mogedal and Bergh [1994:268] observation that it is “extremely difficult to operate solely on income from patient fees, without at the same time marginalizing and excluding the poor.”  Sama & Nguyen, [2008:55] further notes that  “ user fees have detrimental effects on health seeking by the poor and the vulnerable and also that the poor emerge as receiving the worst level of responsiveness as they are treated with less respect, given less choice of service provision and offered lower quality amenities.” Therefore  the situation left the facility overburdened by  increasing cost of service as it could not rely on service user fees as summed up by one respondent who states “Client fees are unsustainable. Raising and enforcement of fees will greatly hinder access to mental health services hence the only option was cost sharing with Government” 

4.2.2.2 Erratic/ Non – availability of anti-psychotropic drugs in public health facilities 
A majority of respondents interviewed stated that mental health has never been a priority health issue for most Governments in Africa and Malawi. The lack of prioritisation leads to unavailability and erratic supply of essential psychiatric drugs in public health facilities and lead to an influx of patients coming to St John of God which placed a huge constrain on its medical supplies and other resources. Hence as management they felt the need to seek direct Government contribution towards medication cost through a Service level agreement as they felt powerless to force the District Health Offices to stock adequate supplies of anti-psychotics and anti-epileptics to meet the growing demand.  Further analysis of the MHIS validates the findings on medication as one can note that consumption of medication at the facility doubled at the time as per figure 4.1 below;


4.2.2.3 Limitation of external funding
Another reason that led Saint John of God to seek collaboration with Ministry of Health is the fact that its traditional sources of support were under stress.  Like most missions dependent on external support, the organization continues to be impacted heavily by a cut in funding from its benefactors. As one respondent explain: “support from our donors has become less and less over the years. The donors feel that there are more competing health issues and demands hence the funding that we get from our benefactors in Ireland and the Netherlands has continued to decrease during the last few years and we are being constantly urged to seek alternative sources of funding locally.” 

It is rather important to stress that ironically the reduction in external funding from traditional benefactors comes at a time when church health providers face increased demand for their services from the population. Consequently, CHAM members find themselves dependent more on government and donor support – much of which comes in the form of conditional grants and targeted project funding, especially in the case of donors. [Dimmock, 2012:3]. One respondent explains: “ donor funding is increasing especially funding for projects, but funding for core programs such as medication and clinical services has decreased substantially and since these are our core services we are compelled to seek alternative funding especially from Government sources .” Therefore the above findings agrees with Gama et al [2013:149] established that Cham facilities motivation is in part to “generate financial resources that could be used to promote their missionary activities.” Thus health care provision is treated as a source of income to finance their core missionary health activities which were previously funded by external donors. Nonetheless, specific donor funding cannot replace the reduction in donations from foreign benefactors, requiring   church facilities such as Saint John of God to collaborate with Ministry of Health for continued delivery of service.

4.2.2.4 Poverty levels among most people with mental illness
It should be noted that there is a close association between mental health and chronic poverty.  Because at the root of mental illness is the pressure of grinding poverty. Poverty is a major obstacle to mental wellbeing- an integral part of mental health because “direct and indirect costs of mental illness worsen poverty- setting up a vicious cycle of poverty and mental disorder, each being both a cause and consequence of the other.” [Patel & Kleinman, 2003]. Several respondents were of the view that as a consequence of poverty mentally ill people and their households are as a result amongst the world’s poorest groups and most vulnerable to shocks and stresses that lead to increased deprivation and destitution and they are also an oppressed segment of the population, largely excluded from economic and social activities of their communities 


According to literary sources, “poverty in Malawi is widespread, deep and severe with 52.4% of the population living be-low the poverty line and the majority of these living in rural districts, accounting for 59.9%” [Tambulasi, 2010:333; Malawi Government, 2006]. The unavailability of MOH services in the context of poverty in these areas means that the majority of the population would be denied access to health services.  Consequently, the Malawi Government entered into contractual agreement with CHAM hospitals to provide health services to the poor. Although statistics on mental health in the country are scanty, anecdotal qualitative research evidence suggests many people with mental illness are amongst the poorest segment of the population, making it difficult for them to meet treatment costs. Miranda and Patel, [2005: 13] emphasizes that “stressful life experiences such as exposure to violence and poor physical health, which are well-recognized risk factors for mental disorders, are more likely to be experienced by poor people.” Unfortunately the same poverty excludes this group from accessing services and hence driven by its guiding principles to respond to the plight of the marginalized management of Saint John of God felt compelled to seek Government intervention  as per one respondent below

                  “Considering the fact that direct and indirect costs of mental illness including exclusion, 
                     stigma,  disability, long term nature of illness, etc. lead to and worsen poverty amongst 
                    sufferers and their households, Emphasis on clients meeting costs of treatment will 
                   hence deter many clients from accessing services thereby  denying them their right to good 
                   health.  However a service level agreement does instead make mental health services 
                   more accessible to people  northern region as  well as reduce inequality with those from 
                   other regions who access free Government services”


4.3   ASSESSING THE PERFORMANCE OF SLA IN RELATION TO THE 
        PROVIDER’S MISSION, ETHOS, GOALS AND FOUNDING OBJECTIVES.

This section attempts to examine the extent the current SLA has addressed the mission, objectives and goals of the contracted facility

4.3.1. Proprietors and Board Members perspective on SLA improving goals accessibility and quality service

Respondents were requested to provide their perspective on whether the service level agreement signed with Government has succeeded to achieve their cardinal goals of accessibility, quality services and sustainability. Results shows that only 15% of respondents believed that the agreement has to an extent improved access to mental health services by people of the Northern Region which they cited is evidenced by the increased number of cases being referred from the District Health offices unlike previously when most of admitted patients were only from within the catchment area of Mzuzu and surrounding areas. 

However, 85% of respondents were of the different view and cited a number of challenges that were affecting accessibility and quality care from their perspective and alluded that for sustainability and accessibility of mental health services- cost sharing is a necessity for both in- patient and outpatient service in order to maintain high quality service. The majority of respondents attested to the fact that outpatient care and rehabilitation services though not part of the current arrangement with Ministry of Health is much more cost effective and has better possibilities of reaching out to greater proportions of the population being served and guarantees comprehensiveness of service delivery. The understanding here is that unlike other ailments mental illness doesn’t end with one being discharged from the hospital hence the need for continued support with rehabilitation and maintenance medication  after discharge – an provision  which is clearly missing in the current SLA arrangement.

Secondly 90% of respondents stipulated that referral letter requirements of the agreement have worked to the disadvantage of people with mental illness- as services provided by St. John of God have not been as accessible as before leading to abandonment of treatment in some instances. The study noted that outpatient attendance actually went down during the period of the agreement contrary to annual increments of about 25% in the past. As previously pointed out Government hospitals are based in the southern and central region and hence travel to these facilities by poor people with mental disorders is cumbersome and sometimes unreachable. The presence of an SLA with Saint John of God – a private provider had offered hope to many of these people but the requirement for referral from District Hospitals before they could access the services provided as barrier to many would be service users as  summarised below;

            “. To access services covered in this agreement there is always a requirement for referral 
               letter, some people who cannot afford pay user charges for health care services, walk 
               long distances to get to government health centres to obtain the referral letter and then 
              go to the facility for treatment. The distance that people travel or walk and related 
               costs to get the referral letter act as a barrier to accessing health care by some people.”

4.3. 2.  MANAGEMENT PERSPECTIVE ON SLA ‘S IMPACT ON MISSION, ETHOS 
            AND GOALS
This section analyses views from management of the health facility as to what extent has the current SLA impacted on their motives and goals for signing the agreement initially.

4.3.2.1 IMPACT ON ACCESS AND EQUITY OF SERVICE
Just like it was the case with members of the board and representatives of proprietors, 95% members of management interviewed felt that the SLA rather than enhancing accessibility, equity and quality of services to people with mental illness, has brought unintended consequence of excluding the would be beneficiaries due to the strict requirement for referrals before one could access the services. One responded retorted that “there have been cases of people staying less than 10 kilometers to where Saint John of God Mental Hospital is located but due to the fact that their area falls under Nkhatabay District Hospital they wouldn’t be allowed access treatment unless they first travel to their respective District Health Office – a distance of 40 kilometers and more and in most cases these are very ill people and they end up giving up the effort to seek a treatment” 

The situation is similar to those within the hospital’s catchment area. The study noted that about 76% of people accessing outpatient services come from Mzimba District, within a radius of 40km of St. John of God Mental Hospital. These people in the past went straight to St. John of God for mental health services. They are now required to go through Mzuzu Central Hospital to access services. As a result, a considerable number of people with mental illness have given up treatment raising the fear for increased relapses and compromised quality of life. However, improved terms of referral in future partnerships would help reverse this pattern and enhance accessibility of the services. Therefore, the general trend  the author established through the interviews is that while the agreement with Government aims to facilitate access to services, its referral requirements have hindered a considerable number of people from accessing such services. 

In addition the research noted that current agreement affects equity of service in terms of excluding some members within society as the need for hospitalisation far outstrips the availability of space and infrastructure since as already noted in chapter three, Saint John of God residential facility has only 39 beds to carter for a population of over 2 million people in Northern Malawi. Consequently, many people are left out and may experience prolonged episodes of untreated mental disorders.  People with acute episodes are also more likely to be admitted leaving hundreds of people with depressive and other mild mental disorders at the community remain untreated leading one to conclude that a much more universal arrangement which is the case in many other SLAs would promote access to all people regardless of geographical or financial constraints. In fact St John of God has successfully demonstrated that it is able to use both the outreach and domiciliary model to reach out to those who cannot access admission services at its facility. 


4.3.2.2 SLA Impact on Cost of Service
Asked as to whether respondents felt the current SLA has helped reduce the cost of service provision. The study observed that the number of people availing of services from St John of God has been going up every year since its establishment in 1994 and this has the resultant effect of increased cost of service provision. While St John of God charges contributory fees at about 4% of the direct cost of care, most clients are not able to pay such fees that are currently as follows:
	Outpatient Treatment- Tablets		MK     500 per client/visit.
	Outpatient Treatment- Injection		MK   1000 per client/visit.
	Admission to residential care			MK 42500 per client/admission.

With cost of medication and residential care expenses for 2015 expected  to cost  MK 94,262,634.00 medical expenses  and care expenses amounting to MK 62,841,756.00 shall be out- patient services and MK 31,420 878.00 to be used for residential service. However this should be compared against a background of the facility ability to raise an average of only MK 1,400,000 maximum in 2014 from client fees paid through the SLA. The above situation clearly demonstrates that it is rather impossible to expect adequate contribution from service users through the agreement in its current form and that St John of God continue to bear the entire cost burden. 

 In so far as the SLA was earmarked to provide alternative source of financing for Saint John of God the amount realized from the agreement is not only erratic but also much far less that the cost of service delivery. For instance it was established that Government currently pays MK 42,500 per admission. The cost is based on a six weeks stay in the residential care unit. In reality most clients spend around twelve weeks in the unit and where family members do not come back for the clients due for discharge, which is not uncommon, St John of God arranges escort to their homes.  Such costs are not covered in the current SLA which entails a huge gap in the cost which have to be met by the provider. In addition as noted elsewhere Government has failed to pay up its dues in good time leaving it with a huge debt owing to the facility thereby negatively impacting on the sustainability of the institution. Furthermore, the research notes that the amount agreed has remained unchanged from the time of the initial agreement in 2007 up to the present day despite the increased inflation and cost of living over the years which confirms the view of most respondents that increase in cost of service was exacerbated by the non-revision of the SLA cost which have remained unchanged since there were drawn up in 2007.

4.3.2.3 Impact on shortage of drugs
95% of members of management interviewed felt the SLA has done little to improve the situation of shortage of drugs on the ground despite there being a clause in the agreement for strengthening of Districts mental health provision programs so that they are able to respond to mild and less complicated cases. In fact the view of most respondents is that the medication issue has gone from bad to worse in most of the districts hospitals.  As a consequence of scarcity of psychotropic drugs in district hospitals, a considerable number of people come back to St. John of God for outpatient reviews and medication on a monthly basis. Attendance at St. John of God Centre, our outpatient static clinic had grown from 2,008 in the year 2000 to 6,150 in 2007. In the year 2008, when the Service level agreement with Zomba Mental Hospital was in place, attendance at the static clinic went down 26% to 4,577. [See figure 4.2 below]. This is the first time that attendance at the outpatient clinic went down since the establishment of the facility in the year 1994 
Figure 4:2 Annual Attendance at St. John of God Centre Clinic


Through the interviews it was however established that the drop in attendance at the static outpatient clinic is not supported by a surge in provision of mental health services at district hospitals in the northern region. It is very much attributed to the need for referral letters for people requiring mental health services.

4.3.	Impact of Service level agreement on St John of God capacity to fulfil its mission, values and ethos and deliver quality services

This section examines the impact the current SLA has had on the facility’s mission, values, ethos and capacity to deliver quality service
4.3.1 Impact of SLA on mission, values, ethos and guiding philosophy of the facility
As noted in the previous chapters the mission of CHAM members is to “provide quality health services to all – especially the poor in hardship areas; being engaged in health care provision as motivated by their faith and Christian values of serving the poor as a concern of justice and equity.” [ Kadzamira et- a 2004:12l] Similarly Saint John of God mission is to provide a model of community mental health promotion and care appropriate for a developing country in partnership with the Government, the community and individual families to provide a quality mental health service, which is affordable, accessible, sustainable, and comprehensive. [St John of God Strategic plan 2010-2014]

Many respondents are of the view that it was becoming increasingly difficult for them to sustain their mission and values in the face of hardships and integration with national health systems. Some respondents argued that the lack of SLA payments from Government and non- renewal of fees over the years are compelling management to attempt adjusting service user fees so as to attain sustainability. However, this could end affecting the principles of their mission, universality and preferential option for the poor. Tambulasi, [2014:95]. This is due the fact that most of the CHAM hospitals operate in rural areas where government health services are unavailable. Paradoxically, in these rural districts, most people are too poor to afford payment.

The research established that treatment of mental illness takes long periods of time for most people. In fact unlike other diseases where once discharged service is curtailed, mentally ill people attend outpatient services for maintenance medication for a very long time with others for the rest of their lives. As already noted over seventy percent of St. John of God medication expenses cater for outpatient services provision. Provision of psychotropic drugs at static outpatient clinic and nineteen primary health care outreach clinics in areas surrounding Mzuzu helps to reduce symptoms of mental illness and prevent relapse. Prevention of relapse facilitates people with mental illness to live better quality of life; it also reduces the need for admission which is more expensive to manage. Therefore by excluding out-patients and rehabilitation services, the current agreement hinder Saint John of God objective to provide not only comprehensive but also quality services that would improve quality of life for clients as well.

In addition, this research established that people recuperating from mental illness and discharged from the residential care unit need to undergo further rehabilitation and vocational training activities. Cost related to such activities is the provision of meals and supplies for rehabilitation and vocational training. Cost of taking one client through the rehabilitation and vocational training process for a period of one year is obviously above MK 42,000.00 paid by St John of God. Therefore we note that the huge cost burden largely falls on Saint John of God even for residential services currently covered by the SLA and this has the resultant impact of affecting delivery of services.

4.3.2 Impact of SLA on quality of care
According to Sama & Nguyen, [2008: 53] scholars can’t agree on universally accepted definition of the quality of health.  Meanwhile, WHO [2000] defines quality as a “process of meeting the needs and expectations of patients and health service staff.”  What seems agreeable though according Sama & Nguyen, [2008.53] is that the “definition is subject to perceptions of the different stakeholders – users, health care providers, health care managers – who have different perspectives of quality of care based on different dimensions in their definitions, such as availability of physical structures, adequacy off staff, technical quality of clinical care, the nature of interpersonal interaction between provider and user, the efficacy of outcome of treatment and user satisfaction.” These differing views tend to impact on the conceptualization of the impact of residential care and treatment under the SLA to quality health care.

It is generally argued that the “concept of quality incorporates a broad range of desired values, such as appropriateness, efficiency, equity, effectiveness, acceptability, accessibility and affordability. Measuring all these aspects of quality is complex, and appropriate methods and tools for regular monitoring of health care quality in developing countries are not well established hence selective measures for quality of the service product are client satisfaction, technical quality and interpersonal quality.” [Mogedal and Bergh, 1994:268],

4.3.2.1.	Clients Satisfaction with the services.
According to study findings 81.1 percent of the respondents who were guardians of patients stated that they are highly satisfied with the services provided by St. John of God; 14.7 percent were just satisfied; 4.2 percent were not satisfied.
Figure  4.3: Client Satisfaction


The above statistics clearly show that the majority of clients and guardians are satisfied with services provided by St. John of God. Such high satisfaction rates are not common. Statistics demonstrates that people availing residential services through the agreement are satisfied with service provision and think very highly of the services provided to them. Asked to rate the quality of services that their relatives were availing, 66.7 percent of the respondents rated the quality of services delivered excellent; 31.53 percent rated the quality very good; 0.9 percent rated them satisfactory; and another 0.9 percent rated the quality awful. Furthermore, 97.2 percent of the respondents said they may recommend the organisation to other people with mental health needs while 2.8 percent were adamant they could not recommend the services to others. 

Satisfied clients and families are very important for St. John of God Services because it is an affirmation of the quality services it provides and hence would ensure continued access to the services. The closer the match between the service offered and the needs of the clients and their families, the higher the value, and higher client value increases the likelihood that clients and their families will continue to use the services which is vital in its ability to attract partners and this further demonstrates that the provider has the capacity to provide quality services to all people availing of its services hence by universalizing mental health services would guarantee that increasing number of people would benefit from  such a quality service.  However the current SLA due to its coverage limitations hinders a growing number of people from accessing such quality service which has an impact on their quality of life.

4.3.2.2.	Technical Quality
The needs for mental health are way beyond available resources hence making it difficult to attain an improvement in quality.  Mogedal and Bergh, [1994: 268] argues that “Technical quality improvement will often have to include both training for better skills and practices, and upgrading or rehabilitation of infrastructure and equipment.” A brief appraisal of the organization demonstrates it already has programs and facilities in place to meet above goal and objectives. Adequate staff exists in each of the programs to facilitate provision of good quality mental health services. Therefore, Government’s assistance would only complement and help sustain and enhance existing programs.

4.3.2.3.	Interpersonal quality 
Saint John of God mental health facility has ‘quality of care’ standards, which stipulate what quality care is and how it may be attained. ‘Hundred percent quality care’ means that all standards are met and when the survey asked guardians for their opinion on service quality 98% of respondents were of the opinion that the care given to their relatives was not compromised and were of the highest quality. One way to measure interpersonal quality is to assess beneficiaries/ guardian Knowledge of Diagnosis, Treatment and/or Care Plan, and Role in the Plan. It is one of the guiding principles of the facility that each person has the right to be involved in their own care and/or treatment. This right extends to the family being the primary care unit. Diagnosis, treatment and/or care plan, and role in the plan are some of the important matters that patients and guardians have to be informed of. When the respondents were asked, the following were answers:







As noted in the table above 78.6% of the respondents stated that they were informed of the diagnoses; 83.7% were informed of the treatment plan and 64.8% were aware of their role in the care plan. This is a very encouraging situation considering the fact the guardians are supposed to be part of the care team. Availability of information is likely to have a positive impact on the role of the family/guardians in the care of the patients whose involvement generally leads to affordable and quality care to patients. However by recognizing only residential care the agreement fails to recognize the important role guardians play in rehabilitation of the patients whilst in their respective communities. 


4.4.	Assessment of whether the current service level agreement leads to net gains in 
mental health care delivery.
Chirwa et-al [2013: 6] argues that “the performance and continuation of SLAs in Malawi is being affected by a lack of supporting processes and structures.” The major issues include non-revised costs, delayed payment of bills, poor communication within and among stakeholders including health service providers.”  Feedback from the interviews with management reveals that in comparison to the period when the SLA was first introduced, there is now less interest as regards the agreement due to delays in payments and contract review challenges, including various unresolved issues between the contractor and provider hence the conclusion that the agreement fails to attain net health gain in mental health services. One respondent shared his observation that; 
                  “implementation of SLAs is meeting challenges in following areas: infrastructure –   
                   lack of space for admission;  drugs and medical supplies; late payment for SLA 
                  invoices; poor operation of steering committees- resulting in most decisions being 
                  made by the stronger partner in the arrangement and such issues at times 
                  compromise the quality of health care services.”

 According to Ridley,[2001:42] partnership implies a ‘commitment to a common goal through the joint provision of complementary resources and expertise, and the joint sharing of risks involved.’   The argument is that trusting relationship between the contracting parties is essential for effective implementation of SLAs and that appropriate collaboration between both the contractor and the provider is likely to facilitate both to better deliver on their objective. This implies that through appropriate partnership between government and non-state actors, the state will be able to make required strides in realizing better health outcomes for its population, while non-state actors will be in a better position to attain their objective of sustainability. In contrast some members of management feel that the spirit of partnership in this agreement has very much been eroded 

                  “Our understanding is that the arrangement between Zomba Mental Hospital and St. 
                   John of  God should be in the spirit of partnership- where decisions regarding the 
                    contract are to be made collaboratively. This has hardly been the case as shown by 
                    unilateral decisions by our counterpart to: exclude referrals from government health 
                  centres and  fellow CHAM facilities- contrary  to article 1.1 of the agreement 
                 without prior discussion and agreement with us. This has been complicating the 
                   accessibility to mental health services and promoting stigmatisation of mental illness 
                    unlike other  physical health problems, where referral procedures are very flexible.”

Confirming this view 85 percent of middle level management team bemoaned the breakdown of cooperation spirit by among others citing the fact that Government had at one time to stop payments to St. John of God - in order to sort out ‘some misunderstandings’ without prior discussion with management of St. John of God which has resulted in an accumulation of a bill amounting to MK 7,888,000.00.  They were uncertain as when Government would settle this outstanding bill as there has been no communication on the issue from them and the rising debt deprived the facility of much needed income for service delivery threatening its stability;

                       “It has been over a year since the last payment was received from Government in 
                      settlement of its SLA debt and such a huge unsettled bill  has not only brought 
                         queries in our financial reporting to our donors but obviously affects our services 
                        as we had to use  income meant for other areas to pay for the cost of residential 
                     services” 

Tambulasi [2014:96] argues that those contractual relationships that the Ministry of Health enters with faith-based health service providers in Malawi are not effective due to poor design, conflicting goals, implementation and management deficiencies.  Similarly, this study revealed that there has been a conflict in the focus of attention for the SLA by the two parties. A majority of respondents stated that St. John of God has been focusing on enhancing accessibility and quality of mental health services. This assertion is supported by efforts to have in place adequate staff, medication, and making provisions for training and supervisory visits to most district hospitals and CHAM facilities in northern region, by utilising its own resources. It also runs a domiciliary care program for people with acute mental illness that come from within the city of Mzuzu as a way of avoiding admission. A total of 85 people were cared for in their homes in 2008 and the numbers have grown over the years to an extent that in 2014 there were 270 people on the domiciliary care program These are people that should otherwise have been admitted to residential care. Eighteen mobile clinics in areas surrounding Mzuzu, and Nkhata-Bay District Hospital were serviced on a monthly basis by therapists from St. John of God. All costs relating to these activities were financed by St. John of God.

On the other hand the 92% of respondents among facility managers were of the view that the focus of Zomba Mental Hospital appears to be more on funds paid. Unfortunately this conflict of focus appears to have bled mistrust which has also been propagated to other districts in the north and ultimately affecting quality of mental health service delivery–where St. John of God is seen to be a competitor and out to make money from Government- rather than a partner that complements Government efforts to provide mental health services to citizens of Malawi based in northern region. The research has noted that this has further led to professional undermining of St. John of God- as evidenced by false information being spread to and among District Hospitals- without giving St. John of God a chance to be heard. 

The research noted that on the contrary, it may be worth noting that, St. John has been providing the mental health services for free, before, without necessarily claiming any payment. Further, one manager argued that if the facilities’ interest was up for money, it could not have been promoting the domiciliary care program, which has effectively reduced number of admission from Mzuzu catchment area which could have been admitted and the ministry invoiced appropriately.  

Verhallen, [1998] argues that  amongst the problems affecting contracting include inequality in responsibilities and obligations of parties, where the stronger one drives a “hard bargain leaving the other with little benefit from the contract; absence of national legal context” making enforcement of contracts impossible; adverse selection- where groups of clients/patients seen as expensive are left to one party; over consumption of services on the influence of clients or health providers increasing health costs  rather than reducing them or  maintaining them.” The situation is reflected in the words of one respondent who states that

                  “At most –it can be said that our relation has fallen very much short of partnership- 
                 one party is stronger- and dictates what happens. No steering committee meeting 
                   was held throughout period  of the agreement and such meetings could have helped 
                  provide a platform for review of performance of the SLA.” 

In addition, it was reported during structured interviews that quality has been compromised because of lack of preparedness/capacity, in terms of trained and designated personnel, drug supplies and psychiatric wards for the other facilities that are expected to handle and refer cases to St. John of God. This is demonstrated in the fact that St. John of God has had repeat relapses of clients because their post discharge treatment has not been made available in the facilities and in worst situation wrongly changed resulting in relapses. 

Finally guardian respondents were asked their views on the contribution they are asked to make towards service delivery.  Results indicates that 4.96 percent of the respondents said the contributions were high, 30.58 percent said the amounts are about right while 64.46 percent thought that the amounts are too low for the kind of services offered. The statistics show that at least 95.04 percent of the people availing of the services would be unable to pay for the services without any assistance from government or other development partners. The results are in agreement with the reality on the ground; financial records indicate payments towards service delivery for those excluded in the Service Level agreement in the year 2014 was only up to 15 percent of clientele. Therefore the conclusion here is that an effective SLA serves carter for the poor to access services without having to worry about user fees hence promoting both accessibility and equity of access.

4.3.	CONCLUSIONS AND DEDUCTIONS
This chapter has presented research findings by looking at the current service level agreement and first examining provider’s motives for signing the agreement. The reasons included the motivation to expand access to services by reaching out to as many people as possible; attainment of equity of services by facilitating the poor in hard to reach areas, also for sustainability of services by tapping additional resources due to a number of challenges the institution was facing namely increased cost of service, shortage of drugs in public hospitals, reduced donor funding and concern for poverty levels amongst the poor. 

Secondly the chapter examined the extent to which the SLA impacts on the mission, goals and objectives of Saint John of God as a provider of services.  The study has established that the current agreement has failed to facilitate the provider to achieve its objectives due to among others, the strict requirement for referral and exclusion of out-patient services and rehabilitation services. Thirdly the study examined the question of whether or not the SLA has succeeded in promoting neat health gain amongst the people seeking mental health services an findings demonstrate that the agreement in its current form fails to promote the desired values of   enhancing accessibility of mental health service and providing sustainable and quality care for people with mental illness who are facilitated by this agreement  because of the numerous implementation challenges that have affected the SLA including non-revision of costs, delayed/stopped payment, conflicting goals of the partners, ineffective communication and lack of collaboration amongst the partners.

From these results we can draw a few deductions in relation to the two themes of accessibility and sustainability of health services. First the service level agreement for provision of residential mental health services in the northern Malawi has failed to enhance accessibility by excluding a large part of the population it is meant to facilitate through requirement for referrals and non- recognition of  community and rehabilitation services. Secondly the service level agreement has been dodged with a number of design, structural and implementation challenges which have hampered its smooth implementation and its quest to achieve sustainability of service provision.

CHAPTER FIVE: RECOMMENDATIONS AND CONCLUSIONS 

5.1 INTRODUCTION
This chapter presents recommendations and conclusions. It outlines recommendations that that can be put in place in future negotiation for a service level agreement with Government for provision of accessible and sustainable mental health services in the Northern Malawi. It also concludes this dissertation and it is organized in three main sections which include the introduction, recommendations and conclusion of the study.
 5.2 RECOMMENDATIONS: A QUEST FOR A VIABLE SERVICE LEVEL AGREEMENT FRAMEWORK 

This study has provided evidence that the service level agreement for provision of residential mental health services in Northern Malawi is not only fraught with many implementation challenges but also fails to meet the goal of provider - accessible and sustainable services.   Based on the research carried out, the author would like to make the following recommendations to the management of Saint John of God to consider in future agreements 

Firstly, the research has established that the referral arrangement serves to exclude patients from accessing the services due to geographical barriers and also cost related to acquiring such referral letters from the District health offices. Thus the agreement could in this case be said to be self -defeating by denying accessibility to many would be health seekers it is meant to facilitate.  Hence the author recommends that another formula for dealing with referrals be established or better still the requirement for referral be removed from the agreement completely - to promote accessibility as well as facilitate St. John of God to still operate within its mission, values and goals without losing out on Government support for Malawians in Northern Malawi seeking admissions.

The research has revealed that there are issues to do with lack of collaboration and partnership spirit between Saint John of God as a service provider and the supervising institution – Zomba Mental Hospital owing to communication problems. The author attributed the problems to the distance between Zomba and Mzuzu which has made it nearly impossible for regular supervisory visits. Hence the recommendation that both partners should consider that the next Service Level Agreement is signed with Ministry of Health institution[s] within the northern region, for easy supervision of contracted services and possibly better partnership.  In addition, establishment of a joint monitoring committee between the Government and St. John of God is worth considering. The committee could meet quarterly to review activity reports, expenditure of allocated funds and any other issues related to implementation of the service agreement.

Similarly the author recommends separation of payment and supervision roles. Another institution of the Ministry of Health preferably based in the northern region should supervise adherence to provisions of the service level agreement and make recommendations for payment to Zomba Government Mental Hospital. The other way is for Zomba Mental Hospital to supervise the service level agreement implementation and leave payment for services to another branch of the Ministry of Health; provided that Zomba will make sure that supervision is actually done. This may help improve understanding of what actually happens on the ground and hence resolve communication and collaboration issues identified as being a challenge.

Furthermore, in the absence of any public mental health facility and based on research findings on excluded outpatient and rehabilitation services which as demonstrated through the study affect equity and quality of care for patients, the author proposes a broader Service Level Agreement to facilitate comprehensive treatment and care of all people in the entire northern region without discrimination. Such a service level agreement may cover cost of psychotropic drugs, medical plus other therapy supplies, and meals and transportation.  The proposed agreement would ensure cost- sharing with the DHOs – a key to achieve sustainability and improved access to mental health services at district level but would also lead to net gain in mental health among the populace due to universal coverage, comprehensiveness and quality of the services.

The author further recommends that a number of ways be considered for facilitation of the agreement, mainly through both parties review and work on the challenges in current service level agreement before rushing to initiate a renewal. The study noted that the perception amongst many is that the Government is abrogating its duty by become greatly reliant on St John of God to provide mental health services in the entire region whilst it is unwilling to commit adequate resources to the provider’s initiative. Therefore, a system needs to be put in place where roles should be shared between the Government and the St John of God, expectations and obligations of both parties agreed and fulfilled. 

Finally, the author’s general recommendation is that that given the significant interest in advancing the use of SLAs in Malawi in both scope and scale, it would be beneficial to conduct a broader cost study of services (including all personnel and non-personnel inputs in the delivery of key SLA covered services) in order to have a benchmark study to which all SLA negotiations could refer and be updated overtime, with inflation estimates, etc. An in-depth cost study would enable the Ministry of Health to understand the impact of SLAs on both variable and fixed facility costs and to closely plan resource use with CHAM facilities in relationship to outputs and health outcomes as reflected in the MDGs for Malawi. Moreover, facilities could have access to a public use file that would enable hospital facility managers and cost administrators to comparatively examine SLA costs, pricing of SLA services, and supplier data.	

5.3 CONCLUSIONS 
It should be noted that the study was set out to answer three research questions. Firstly was the question; what may have motivated the proprietors, board and management of the facility to engage in an SLA with Government in relation to their mission, ethos and values. The author used in depth interviews to solicit views amongst this group and almost all were in agreement that  the major motivating factor was their Christian mission  of serving the sick, the poor and the need  which they achieve through  provision of  high quality mental health and reaching out to large number of poor and underprivileged people. Most respondents hence felt the SLA presented them with the necessary resources to achieve their mission of serving this vulnerable group but was also in line with one of the organization’s guiding principle identified in chapter three of this research which clearly encourages them to form partnership with others in promoting the best quality of life for those people they serve. 

Similarly in response to the same question regarding motivation for engaging Government, the responses amongst majority of management team indicated they were mostly motivated by the rising cost of service delivery, erratic availability of antipsychotics, sharp decline in external funding from traditional donors largely due to the global recession at the time but also due to a shift in donor priorities and the concern for poverty levels amongst the poor especially those with mental illness.  A majority felt that such challenges inevitably forced management to seek alternative means of funding mental health service delivery and hence the conviction amongst many that SLA offered them such possibilities. However the author asked the respondents to evaluate if the implementation of the SLA has met their expectations outlined above. All those interviewed were negative on the question that SLA has met their expectations hence the conclusion that the SLA in its current form serves to hinder rather than promote mission, ethos and values of the institution. 

The second research question dwelt on seeking respondents’ perspective on the impact of SLA in relation to objectives of the provider. The findings revealed that the SLA has affected accessibility of mental health service due to the requirement of patients have to seek referral letters which is not possible for some due to geographical barriers and poverty levels. Secondly the research established that the SLA only carters for those seeking residential services to the exclusion of a large group who may need out -patient and rehabilitation services and this problem obviously  affects both access and quality of care.

The third question sought to investigate the impact of the SLA on net gain in mental health. The researcher established that SLA had a negative impact on service delivery  as there were several challenges identified by respondents including non- revision of the SLA cost, delayed payments,  ineffective communication and lack of partnership spirit and collaboration. The respondents were of the view that these challenges had rendered the SLA ineffective to attain the provider’s goal of attaining sustainable and quality services. Therefore all the findings discussed above made a great contribution in seeking to answer research questions. Generally the researcher got the information which added value to the research and therefore can draw the following conclusions;  

firstly, although the contracting out arrangements in the delivery of health services as employed in Malawi has been instrumental in increasing access to health facilities, especially as many previously could not afford them. Findings from this study raise the fact that unlike SLA that covers essential health packages such as maternal health, malaria, HIV/AIDS, the agreement on mental health fails to promote universal health care coverage due to a number of limiting factors such as the strict requirement for referral letters and exclusion of out-patient and rehabilitation services which are very vital for full reintegration of mentally sick people. These two omissions obviously fail to promote the goals of accessibility, equity and quality of services. 

In addition the study has revealed that the SLA has met with a number of implementation challenges which included delay/lack of payment resulting into huge debt owed by Government, conflicting goals, lack of appropriate communication, collaboration and supervision of the agreement. Apart from impacting on accessibility and sustainability of services under this agreement the situation further put the Government’s commitment towards mental health policy and goals into question as well as questions its motive of contracting mental health services. 

It is therefore in this respect that the study recommends a new SLA negotiation framework that will serve the mutual interests, goals and motives of both St John of God (provider) and Ministry of Health (Purchaser) of accessibility, sustainability and quality of mental health service to the people on Northern Region. The new framework agreement in cognizance of the fact that St John of God is the only mental hospital in the region should serve to exclude the requirement for DHOs referral letters by people seeking mental health service; universalize mental health services through inclusion of out -patient and rehabilitation services and put in place inflationary cost revision mechanism to allow the periodical review of service charges by the facility. Such measures will not only lead towards improved accessibility and equity of service but will also guarantee contracted facility’s sustainability and continued provision of quality mental health services. 

 In addition the new framework should adopt appropriate mechanisms guaranteeing finances, accountability, transparency and also monitoring tools and procedures for the agreement. Such a comprehensive agreement framework will not only help address the challenges and controversies prevalent in the current services level agreement but could be beneficial to Government in its endeavour to make strides in mental health care as well, given the experience of the provider in responding to mental health needs with limited resources, making care available in hardship areas, connecting with communities, and achieving high satisfaction rates among patients.
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For the delivery of

Residential Mental Health Services 













St. John of God Community Services, in Mzuzu City hereinafter referred to as the provider represented by its Administrative Manager

And
The Hospitaller Order of St. John of God hereinafter referred to as the Proprietor and represented by its Country Representative.





Whereas all parties to the agreement:

i)	Are cognizant of the fact that the majority of health facilities within the northern region of Malawi refer clients to St. John of God Community Services for further management.
ii)	Are aware that certain segments of the population in the region and other parts of the country access mental health services on a fee for service basis from St. John of God Community Services in Mzuzu.
iii)	Recognize the need for full and free access to mental health services by all Malawians.
iv)	Recognize the need for partnership in the delivery of mental health services.












DEFINITION OF SERVICES TO BE DELIVERED

1.1	St. John of God Community Services will provide residential mental health services from its premises free of charge at the point of delivery for both the immediate catchment population and referrals from health facilities at all levels in northern region covered in terms of this Agreement.  
 
	Components:
o	Treatment of acute mental illness including –psychosis, depression, depression with psychosis, schizoaffective and epilepsy with psychotic symptoms.
	Interventions include:
o	Chemotherapy.
o	Electroconvulsive Therapy, where necessary.
o	Occupational Therapy.
o	Rehabilitation and Psychosocial Services.
o	Provision accommodation, meals, clothing, laundry and hygiene requirements.

1.2	The provider will provide the above mental health interventions on a needs basis free of charge to all eligible patients, as defined in article 1.1 for the period of this Agreement.

1.3	Referring health facilities are responsible for (the cost of) emergency ambulance services; District Health Offices [referring institutions] are responsible for cost of repatriating clients that have overstayed their admission as a result of relations not coming to collect them.
	






2.1	The provider will adhere to the National Quality Assurance Policy and the Patient Charter.

2.2	All parties will ensure quality of services implementing a quality assurance system comprising of regular assessments, supervisory visits and continuous monitoring of quality indicators as described in the appropriate following articles. Findings will be recorded, reported and improvement steps with timelines for remedial actions on the basis of the findings will be endorsed. Such improvements will not be costed as part of the Agreement.


2.3	The provider will apply treatment standards as outlined by the Royal College of Psychiatrists, London and appropriate national policies, guidelines and protocols.







3.1	Residential care fees shall be charged at MK 42,500.00 per admission. The fees are arrived at by mutual agreement between the contractor and the provider on a cost-sharing basis.

3.2	Fees will be reviewed annually to take into consideration changes in cost of living. 

3.3	The total recurrent costs of this agreement shall be a multiple of the agreed unit cost of a particular intervention and the monthly case volume.  The monthly total is the value of the service agreement fee to be paid by Zomba Mental Hospital (Contractor) to St. John of God Community Services (Provider).

3.4	This monthly payment (fee) is to be made by bank transfer or cheque to St. John of God Community Services (Provider) as soon as monthly funding from Treasury is received.

3.5	The transfers described in Article 3.4 are internal funding arrangements between Zomba Mental Hospital (Contractor) and St. John of God Community Services (Provider) and are to be paid from Zomba Mental Hospital’s (Contractor) monthly ORT funding from Treasury.  The value of this agreement does not represent additional funding from Treasury beyond monthly ORT funding.










4.1	St. John of God Community Services (Provider) shall send an invoice and standardised monthly activity reports to the Senior Government Psychiatrist before the 15th day of the following month. A copy of the monthly activity reports will be filed at the facility. The activity reports should provide details on:

o	The number of admissions in the past month, including detailed breakdown of cases.
o	The efficiency with which the referral system is working
o	Any achievements and challenges, which might influence the functioning of the Agreement (e.g. staffing levels, equipment reliability etc.).
o	Strategies to address the reported challenges.

4.2	The provider will inform the Senior Government Psychiatrist in writing and with copies to the other parties of the Agreement, of any event and or change that can impede the normal execution of this Agreement. 

4.3	The provider shall respond to any query from The Senior Government Psychiatrist, and vice versa, within 7 working days.








5.1	Performance under this agreement will be monitored through biannual meetings of a Steering Committee.  These meetings shall be convened within 14 days after the end of each of the six months of the annual plan period and they will be chaired by the Secretary for Health or his deputy.  The composition of the Steering Committee shall consist of at least:

Representatives of Zomba Mental Hospital (Contractor):













	Other principals and interested parties:
	-	CHAM Secretariat Executive Director or representative.
	-	Director of Planning in the Ministry of Health or representative.
	-	Mzuzu Catholic Diocese Health Coordinator or representative.
	-	Representative of civil society.

5.2	The steering committee will be free to co-opt other members as it sees fit.  

5.3	The Director of Mental Health Services is responsible to ensure that the Steering Committee meetings are recorded and that the minutes are circulated to the participants within 14 days after the meeting. 









6.1	The Zonal Health Support Office shall carry out routine checks on the performance of this Agreement as part of its district supervision visits. Such supervisory visits will include at least one biannual visit to the health facility covered in this Agreement. 

6.2	The findings from such visits will be reported to the provider, recorded and relevant findings and recommendations will be shared at the Steering Committee meetings.

6.3	The Senior Government Psychiatrist shall undertake quarterly supervision visits and spot checks at any time and without notice.






7.1	Zomba Mental Hospital (Contractor) and St. John of God Community Services (Provider) shall request any technical support they deem necessary from the Zonal Health Support Offices (ZHSO) in the first instance. 















9.1	Any conflict between Zomba Mental Hospital (Contractor) and St. John of God Community Services (Provider) shall be reported in writing to the Secretary for Health and the Proprietor and shall give rise in first instance to the search for an amicable resolution.

9.2	Failure to come up with an amicable solution within 30 days after receipt by one party of the other party’s request for such amicable settlement may be submitted by either party to arbitration in accordance with the provisions of the Arbitration Act (Cap. 6.03 of the Laws of Malawi) and shall give rise to arbitration from an Arbitration Committee composed of:
o	The Secretary for Health or delegated officer
o	The Director of Ministry of Health’s Planning Department
o	Senior Government Psychiatrist, Zomba Mental Hospital
o	The Chief Nursing Officer
o	St. John of God Country Representative [Director]
o	The Administrative Manager, St. John of God Community Services
o	The Health Coordinator, Mzuzu Catholic Diocese
o	The Executive Director or representative, CHAM Secretariat

9.3	The Secretary for Health or a delegated officer will chair the Arbitration Committee.







10.1	No party can terminate this agreement without the prior notification of the other parties 
and after all the arbitration steps described in Article 10 have been exhausted. 

10.2	Any party seeking to withdraw from this agreement shall do so by giving sixty (60) days 






























Zomba Mental Hospital (Contractor):
















St. John of God Community Services (Provider):	























(2)	CHAM Executive Director:……………………………………………………….[Name]                         
	
	Signature……………………………………………..

Place………………………	Date………………..	
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